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EPB-01
SINGLE INCISION LAPAROSCOPIC
CHOLECYSTECTOMY IN PATIENT
WITH SEVERELY DISTORTED
HEPATIC ANATOMY BY PRIOR
CONGENITAL ABDOMINAL WALL
DEFECT
Young Seok Han and Dong Lak Choi
Catholic University of Daegu School of Medicine, Korea
Introduction: Congenital abdominal wall defects (gastro-
schisis or omphalocele) may be associated with structural
anomalies. But, there is little information on the position
and size of the liver later in life in patients with giant
abdominal wall defect. In case the liver is ventrally or
medially located, acute abdominal operations, especially
hepatic or biliary tract surgery, can cause a very difficult
operation and increase complications.
Method: Twenty-five years old woman with recurrent
epigastric abdominal pain and dyspepsia visited in our
hospital for cholecystectomy. On physical examination,
an abdominal skin deformity was detected. Abnormal-
ity of hepatic anatomy due to congenital abdominal
wall defects (r/o omphalocele) was identified by ultraso-
nography and computed tomography. Liver was
located in center of abdomen, and Gallbladder was also
located in dorsal side of liver.
Results: On operation, we had tried a perihepatic ad-
hesiolysis through 2~3 ㎝ right paramedian incision, a
single incision laparoscopic cholecystectomy (SILC)
was decided. Cholecystectomy was completed after
about 3 hours and immediate postoperative course was
uneventful except a paralytic ileus and she discharged
on postoperative day 5.
Conclusions: In conclusion, if we don’t have laparo-
scopic or SILC experiences, she might have an addi-
tional large wound scar with prior huge and ugly
abdominal scar. Also, she would have undergone a
long hospital stay and more severe abdominal pain
compared with laparoscopic surgery.
EPB-02
CYSTOJEJUNOSTOMY-AN IDEAL
TREATMENT FOR PANCREATIC
PSEUDOCYST LOCATED DISTANT TO
THE STOMACH
Senthilnathan Palanisamy, Palanivelu C,
Praveen Raj P, Parthasarathi R, Nalankilli VP,
Paramesh KN and Sumonth S
GEM Hospital and Research Centre, Coimbatore, India
Introduction: Pancreatic Pseudocysts are common
sequelae of acute pancreatitis. It accounts for 75% of
the cystic neoplasms of the pancreas. In case of symp-
tomatic cysts, rapidly enlarging or complicated cysts ,
it should be treated surgically.
Cystojejunostomy is an option where the cyst is not in
apposition of the stomach wall / duodenum and conse-
quently cystogastrostomy / cystoduodenostomy is not
an option.
Here we demonstrate a video of cystojejunostomy in a
case of pancreatic pseudocyst.
Method: Patient Position- modified lithotomy position
with legs split apart.
Surgeon Position- Stands in between the legs, Camera
surgeon on left side,1st assistant on right side
Port Position- 5 mm port at Rt hypochondrium.
10 mm port above the umbilicus and Rt Hypochondri-
um.
Gastocolic ligament is divided (depending on cyst posi-
tion).
Pseudocyst defined.
Roux-en-y jejunal loop is brought out through the mes-
enteric window and cystojejunostomy performed.
Window closed, Jejuno-jejunostomy done.
Conclusions: Laparoscopic cystojejunostomy is a good
procedure for pancreatic pseudocysts not in apposition
of stomach or the duodenum. It is safe, effective and
allows patient an early resumption of their normal
activities.
EPB-03
LAPAROSCOPIC TYPE I
CHOLEDOCHAL CYST EXCISION AND
HEPATICODUODENOSTOMY IN A 4
YEAR OLD CHILD
Senthilnathan Palanisamy, Palanivelu C,
Praveen Raj P, Rajan P S, Rajapandian S,
Paramesh KN and Sridhar R
GEM Hospital and Research Centre, Coimbatore, India
Introduction: Choledochal cyst is anomaly of the bili-
ary system manifested by cystic dilatation of the extra
or intra hepatic biliary tree or both. The accepted mode
of treatment is total excision with hepaticojejunostomy
or hepaticoduodenostomy. Laparoscopic excision of
choledochal cysts can be safely accomplished with
acceptable morbidity and allows prompt recovery. Here
we present a video depicting the technical details of this
procedure.
Method: The patient is placed in supine position with
port position and team setup is similar to laparoscopic
cholecystectomy. We place four ports for the proce-
dure. We begin our dissection with the mobilization of
duodenum and head of pancreas from the cyst. Dissect-
ing posterior cyst wall from the underlying portal vein
is the most crucial part of the procedure. In order to
minimize risk of malignancy, total excision of the cyst
is done. Distal end of the cyst is clipped and divided
taking care to avoid injury to the pancreatic duct. Simi-
larly, proximal part is divide above the cyst. Recon-
struction was done by hepatico duodenostomy in a
single layer interrupted sutures.
Conclusions: Laparoscopic surgery for choledochal
cysts is feasible, safe and even advantageous, as it pro-
vides a magnified view.
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EPB-04
LAPROSCOPIC EXCISION OF TRUE
ANEURYSM ARISING FROM PERI
PANCREATIC SPLENIC ARCADE
Senthilnathan Palanisamy, Palanivelu C, Praveen Raj
P, Parthasarathi R, Nalankilli VP, Harish S and
Sridhar R
GEM Hospital and Research Centre, Coimbatore, India
Introduction: The splenic artery is the most common vis-
ceral artery affected by aneurysms. Although they were
once thought to be rare, with wider use of cross-sectional
imaging, splenic artery aneurysms are being diagnosed
with increasing frequency as incidental findings. We report
laparoscopic management of excision of true aneurysm.
Method: Case description
63 year old Lady presented with a vague upper abdom-
inal pain. USG showed a suspected Splenic artery
aneurysm and CT Abdomen confirming an aneurysm 6
x 5 cm from splenic artery. CT angio showed multiple
feeder vessels to the aneurysm & hence radiological
intervention was ruled out.
Technique:
Patient position: Left lateral decubitus position.
Ports : 4 Trocars in the midline from xiphisternum to
umbilicus. This arrangement would facilitate rapid con-
version to open if situation arises.
Team setup: Surgeon & Camera surgeon stands on
right side of patient with monitor placed near the left
shoulder.
Procedure:
Dissection starts with the division of gastrocolic liga-
ment to enter into the lesser sac. The aneurysm is iden-
tified at superior border of pancreas, which is then
dissected carefully off the surrounding tissue. The fee-
der vessels are ligated and divided. Part of distal pan-
creas transacted with 60mm white stapler. Splenic
artery and vein preserved.
Conclusions: In select set of patients with multiple fee-
der vessels, the aneurysm can be tackled laparoscopical-
ly in a safe and effective manner.
EPB-05
GASLESS V-LIFT LAPAROSCOPIC
COMMON BILE DUCT EXPLORATION,
ESPECIALLY CHOLEDOCHOTOMY
AND CLOSURE
Nobuaki Kurauchi, Masao Sunahara, Yusuke
Tsunetoshi, Takuji Kagiya, Hironari Ohashi, Hiroyuki
Kasajima, Yutaka Hara, Shigeru Toyama and
Jun Kimura
Hakodate Municipal Hospital, Japan
Introduction: Laparoscopic cholecystectomy (Lap C)
after endoscopic sphincterotomy is mainly chosen for
gallbladder and bile duct stones. Lap C and laparo-
scopic common bile duct exploration (Lap C + CBDE)
is an excellent option but performed less frequently,
probably because unfamiliar surgical procedure in cho-
ledochoscopy and fine suture and closure of choledo-
chotomy site. Our V-shaped abdominal wall-lift
method (V-lift) can be easily set up and make Lap
CBDE easier like open surgery.
Method: The surgical procedure is as follows. The
abdominal wall is lifted and three to five open ports
are placed, among which a large-diameter port in the
epigastrium is applied for the main handling. The cystic
artery is divided and the cystic duct is ligated and
retracted to the right outside. The bile duct is opened
with sharp scalpel usual for open surgery. Saline is irri-
gated into the duct to remove stones, and a stone
extract clamp or a pliant metal scoop usual for open
surgery are adopted to remove stones. Choledochos-
copy is performed, while bile or perfusate can be con-
tinuously sucked owing to gasless condition. With a
usual needle holder, the choledochotomy site is sutured
and terminated by extracorporeal knot-tying.
Results: Among 107 Lap CBDEs (including 89 chole-
dochotomies) between January 2005 and July 2013, the
median operation time was 201 (88 - 401) minutes,
blood loss was 35 (3 -3400) mL, the conversion to lapa-
rotomy was necessary in 10 cases (9.3%), and major
adverse events of Clavien-Dindo Grade III-IV were
noticed in 6 cases (5.6%). Incomplete stone clearance
in two, and gallstone recurrence in 4 cases (3.7%).
Four out of five surgeons inexperienced with Lap
CBDE could complete this procedure without any spe-
cial training.
Conclusions: Gasless V-lift Lap CBDE is considered to
be easier for beginners and reduce difficulty because of
familiar open surgery-like technique.
EPB-06
ADULT CONGENITAL CHOLEDOCHAL
CYST WITH ACUTE CHOLANGITIS OF
SEVERE TYPE
Zhao Yijun and Geng Xiaoping
The First Affiliated Hospital of Anhui Medical
University, China
Introduction: To sum up the experience of a successful
treatment for an adult congenital choledochal cyst with
acute cholangitis of severe type (ACST).
Method: The clinical information of an adult patient
with congenital choledochal cyst received four surgical
treatments was collected. Reviewing the complicated
therapy and surgical video may contribute to improve
the experience of how to deal with such kind of severe
patients.
Results: The 35 years old male patient had received
two surgical managements before admission. The initial
cholecystojejunostomy was performed in 1980 at the
age of 2. The second operation was performed in 2012
because of acute cholantitis which “T” tube was indw-
elled to control the bile infection without any other
advance operation. The patient was transferred to our
hospital in 2013 due to fulminant cholangitis. The obvi-
ous symptoms included abdominal pain, jaundice,
fever, low blood pressure, et al. Choledochal cyst and
intrahepatic lithiasis was observed through CT and
MRCP imaging. Due to the emergency critically ill in
special condition and greater potential danger, percuta-
neous transhepatic cholangial drainage (PTCD) was
performed immediately. After that, the patient survived
from the severe dangerous status. Two months later,
the excision of a choledochal cyst combining
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with Roux-en-Y hepaticojejunostomy was successfully
carried out.
Conclusions: Proper surgical timing and surgical proce-
dure is the crucial strategy to rescue the patients in spe-
cial dangerous condition. Especially for the patients
who suffer congenital choledochal cyst with ACST,
comprehensive staged surgical management may be
more acceptable.
EPB-07
RENDEZ VOUS TECHNIQUE FOR
CANULATTION AND MINI-INVASIVE
RESOLUTION OF THE COMPLEX
BILIARY TRACT
Marcos Diego Garcıa Ejarque, Fernando Ignacio
Iglesia, Mariano Villarroel, Luis Colombato, Mariano
Bregante and Eduardo Agustın Porto
British hospital of Buenos Aires, Argentina
Introduction: Billiary tract access during Endoscopic
retrograde colangiopancreatography (ERCP) could be
reached with habitual maneuvers of cannulation, using
different kinds of papillotomes or catheters, with or
without an hydrophilic wire, or with accessories
maneuvers such as the precut, infundibulotomy,
echoendoscopic guided access and the Rendezvous
(RV) technique. This technique is a secure alternative
when all the others failed.
Method: Cholecystectomized patients with symptom-
atic residual cholelitiasis with initial endoscopic
treatment failure were included. Billiary access was
first made percutaneously, transhepatic in one case
and trough a T-tube in the other, a hydrophilic wire
was progressed thought the billiary tract until the
duodenum where it was reached with the duodeno-
scope, facilitating the access and the billiary tract
instrumentation.
Results: Two patients were included. One 60 year-old
man, cholecystectomized in 2008 (negative intraopera-
tive cholangiography), due to an acute cholecystitis. In
July 2012 is admitted in our centre with a choledochal
syndrome, without cholangitis. Image of magnetic reso-
nance (IMR) revealed a stone in the distal extrahepatic
bile duct. An ERCP was performed without achieving
access to the billiary tract due to duodenal diverticula.
The RV was made 1 week later removing the stone.
The patient evolves successfully.
A woman of 30 years was admitted to our hospital
with diagnoses of cholecochal lithiasis without cholan-
gitis, after laparoscopic cholecystectomy with T-tube
for acute cholecystitis. Cholangiography trought the T-
tube was made showing that it was placed trough the
cystic duct and a distal choledocholithiasis. An ERCP
was made but during the procedure, a duodenum per-
foration occurred with the precut, treated endoscopi-
cally with clips placement. Two month later the RV
was made successfully, with full recovering of the
patient.
Conclusions: These cases confirms the value of the RV
technique in selected patients, resolving in mini-invasive
way a benign but complicated disease, working in a
multidisciplinary team.
EPB-08
SINGLE INCISION LAPAROSCOPIC
SURGERIES USING CONVENTIONAL
INSTRUMENTS
Kumar Palaniappan
Global hospitals & health city, Chennai, India
Introduction: Transumbilical single incision laparo-
scopic surgery (SILS) is a new laparoscopic procedure
in which only one transumbilical incision is made,
demonstrated as a scarless procedure. Single incision
laparoscopic surgery (SILS) represents the next step in
laparoscopic surgery in further reducing the invasive-
ness of surgical procedures with cosmetic advantage.
We report the technique of performing SILS using
conventional instruments.
Method: From Jan 2010 - Mar 2011, about 60 patients
underwent SILS procedures using conventional instru-
ments were performed at the Department of GI
Surgery, MIOT Hospitals, Chennai.. The procedures
performed included about 40 cases of cholecystectomy,
17 cases of appendicectomies, 2 cases of left lateral
segmentectomy & one case of spleenectomy. All the
procedures were performed using conventional
laparoscopic instruments.
Results: The median age group was 39 years ( 8-54
years). All were ASA I or II. The average time taken
was comparatively more than conventional laparo-
scopic surgery. Out of this there were 3 conversions in
cholecystectomy group to conventional laparoscopic
surgery. There was no conversion in other surgeries.
Post operative pain killer requirements were less in
SILS group & no mortality in the present series.
Conclusions: Single-incision laparoscopic surgery can
be an alternative to the conventional laparoscopic sur-
geries, especially with reference to young people with
body mass index less than 30 kg/m2, without serious
systemic diseases, operated on electively due to benign
gallbladder diseases.
EPB-09
WIDE CYSTIC DUCT DURING
LAPAROSCOPIC CHOLECYSTECTOMY:
A VIDEO REVIEW OF TREATMENT
OPTIONS
Sana Nasim, Muhammad Shahrukh Effendi and
Rizwan Khan
The Aga Khan University Hospital, Pakistan
Introduction: Laparoscopic cholecystectomy is the
treatment of choice for gallstone disease. Difficult cho-
lecystectomy may be associated with serious complica-
tions and high rates of conversion to open surgery.
Many studies have been done to predict the operative
difficulty and the identified risk factors include male
sex, increased age, acute and thick walled chronic cho-
lecystitis, cholecystoenteric fistula, previous upper
abdominal surgery, obesity, liver cirrhosis, anatomic
variation, cholangiocarcinoma, and low surgeon’s case-
load. One important factor associated with high rates
of postoperative bile leak is a short and wide cystic
duct.
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No consensus is found among surgeons on how to
manage a wide cystic duct. Edema and inflammation in
acute cholecystitis may lead to further thickening and
shortening of cystic duct, with subsequent difficulties in
dissection and ligation. If the duct is edematous, clips
may cut through it; if the duct is too wide, the clip
may not occlude it completely. These complications
may lead to postoperative bile leak with poor surgical
outcome.
Management of wide/short cyst duct encountered
during laparoscopic cholecystectomy remains a
dilemma. A number of techniques have been described
for adequate management of a wide cystic duct. The
techniques include: i) use of wide clips ii) double clip-
ping technique iii) clipless surgery iv) extracorporeal /
intracorporeal ligation of cystic duct v) use of absorb-
able endoloop vi) use of stapling gun, and vii) suturing
of the cystic duct.
Conclusions: To-date there is no single preferred
method for wide/short cystic duct dissection. Hence,
there is a need to explore various methods and choose
the best possible option according to given circum-
stances. Our video presentation will review the avail-
able treatment options for this challenging situation.
EPB-10
LAPAROSCOPIC REPAIR OF ERCP-
RELATED DUODENAL PERFORATION
Ryan Swan, Jason Lewis, David Sindram, John
Martinie and David Iannitti
Carolinas Medical Center, U.S.A.
Introduction: ERCP is a common procedure with a
0.3-2.0% risk of duodenal perforation. Free perfora-
tion into the abdominal cavity (Type II perforation)
has a higher mortality risk and requires surgical inter-
vention. Traditionally this is performed by laparot-
omy. This video demonstrates a laparoscopic repair of
a Type II ERCP-related duodenal perforation.
Method: The patient is an 84 year old female with nau-
sea and elevated liver enzymes who was found on
MRCP to have a dilated bile duct and on EUS to have
sludge in the distal bile without associated mass. On
ERCP she was found to have ampullary stenosis and
sludge in the bile duct. An endoscopic sphincterotomy
was performed. Immediately post-procedure she devel-
oped abdominal distention and pain. Free air was con-
firmed on abdominal X-ray. She was taken to the OR
for laparoscopic repair with intra-operative EGD. Bile
was aspirated from the upper abdomen and the abdo-
men was irrigated. A 2cm posterior perforation was
identified on the second portion of the duodenum by
endoscopic insufflation of the duodenum under saline
submersion. The duodenum was mobilized and the
perforation was closed with interrupted PDS sutures.
A round ligament flap and fibrin glue was used to
reinforce the closure.
Results: The patient did well and was discharged home
on post-operative day three.
Conclusions: This video demonstrates that laparoscopic
repair of an ERCP-related type II duodenal perforation
is an effective alternative to open laparotomy.
EPB-11
LAPAROSCOPIC RESECTION OF
CHOLEDOCHAL CYST IN PEDIATRIC
PATIENTS WITH BILE DUCT
ANOMALY
Keun Soo Ahn, Eunyoung Jung, Koo Jeong Kang,
Yong Hoon Kim, Tae Jun Park, Tae Jin Lim, Sun Ok
Choi and Woo Hyun Park
Kyemyung University Dongsan Hospital, Korea
Introduction: We report a laparoscopic choledochal cyst
resection in pediatric patients with bile duct anomaly.
Method: A 4-year-old girl visited to emergency room
due to epigastric pain and vomiting for 3 days. Labora-
tory finding showed leucocytosis, increased ALP, AST
and ALT with normal range of bilirubin. Ultrasonogra-
phy and Magnetic resonance cholangiopancreatography
showed type IVa choledochal cyst with distal common
bile duct stone. There was bile duct anomaly which
drainage of right anterior duct into common bile duct.
After removal of common bile duct stone by endo-
scopic retrograde cholangiopancreatography, laparo-
scopic resection of choledochal cyst was performed.
The patient was placed in the supine position under
general anesthesia and 4 ports were inserted. After cys-
tic duct dissection, the distal portion of common bile
duct was dissected from the pancreas. The distal end of
the choledochal cyst was identified and divided. Bile
duct dissection to the proximal portion was done and
transected distal to the choledochal cyst, including right
anterior bile duct. A Roux limb was created and je-
junojejunostomy was done extracorporeally via the
umbilical incision. Then, pneumoperitoneum was estab-
lished again. After suturing of two bile duct opening,
common bile duct and right anterior bile duct, to make
into one hole, end-to-side hepaticojejunostomy was
done with a interrupted fashion, single-layer 5-0 PDS
suture.
Results: The operation time was 480 minutes and the
amount of intraoperative bleeding was 50ml. The pat-
ent was discharged on the 7th postoperative day with-
out complication.
Conclusions: Laparoscopic choledochal resection can
be safely applied in pediatric patients with bile duct
anomaly.
EPB-12
LAPAROSCOPIC COMPLETION
CHOLECYSTECTOMY FOR RETAINED
GALLBLADDER POST-
CHOLECYSTECTOMY
Michael Jacobs, Tafadzwa P. Makarawo and Francisco
I. Macedo
Providence Medical Centers, U.S.A.
Introduction: Retained gallbladder following cholecys-
tectomy can cause persistent post-op biliary symptoms.
Unintentional incomplete cholecystectomy with transec-
tion of the gallbladder fundus instead of the cystic duct
to avoid bile duct injury or distorted biliary anatomy
from chronic cholecystitis are common reasons given
for this entity.
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Our video presentation is of a laparoscopic completion
cholecystectomy for retained gallbladder with stones.
The steps to our approach for this procedure are as
follows.
Method: Under general anesthesia, pneumoperitoneum
was established and four ports (single 10mm port and
three 5mm ports) placed in the standard manner.
Post-cholecystectomy adhesions between the liver,
omentum and duodenum were taken down sharply
leaving a portion of the glissonian sheath and the cystic
plate to enable retraction.
Gallbladder remnant was exposed through careful
dissection. The gallbladder was retracted anterolaterally
to fully expose Calot’s triangle. Gallbladder was freed
from surrounding adhesions without violation of the
common bile duct and exposing the critical view of
safety.
The cystic artery was then isolated, ligated using metal-
lic clips and divided.
The cystic duct was identified and milked retrograde,
ligated with metallic clips and partially divided. Nor-
mal-appearing bile was expressed through the opening
and a cholangiogram catheter was introduced. Transcy-
stic cholangiogram demonstrated normal biliary anat-
omy with no evidence of variants, strictures or stones.
Cholangiogram catheter was withdrawn and the cystic
duct sealed with metallic clips. The cystic duct was then
transected and the remnant gallbladder specimen
extracted. Final inspection of the operative field
showed adequate hemostasis with no drain placement
necessary.
Results: Post-operatively, the patient was discharged
on day 0 and has recovered well with no symptoms to
note after two months of follow-up.
Conclusions: Laparoscopic completion cholecystectomy
is a safe approach to definitively treat retained gallbladder
following cholecystectomy.
EPB-13
BALLOON SPHINCTEROTOME
ASSISTED DIRECT PERORAL
CHOLANGIOSCOPY: AN INNOVATIVE
AND MORE CONVENIENT METHOD
Syed Mujahid Hassan, Kapeel Raja, Muhammad
Osama Tariq Butt, Mohammad Bilal Sheikh, Nasir
Hassan Luck and Zaigham Abbas
Sindh Institute of Urology and Transplantation, Pakistan
Introduction: Direct Peroral Cholangioscopy (DPOC)
has been in used since decades but still struggling to
establish its position as a routine and reproducible
method, mainly because of technical difficulties. Here
we a reporting an innovative method of DPOC which
is potentially more convenient and reproducible.
Method: Routine endoscopic retrograde cholangio-
pancreatography (ERCP) was performed and after
establishing the need for DPOC (rule out cholangio-
carcinoma in this case) a generous sphincterotomy was
performed followed by sphincteroplasty using a 15 mm
dilation Balloon. A 1 cm stone was retrieved using
extractor balloon (EB). Duodenoscope was than with-
drawn and a forward looking standard gastroscope
(SG) with an outer diameter of 9.2 mm and a channel
diameter of 2.8 mm was introduced. Deep cannulation
was easily achieved using a balloon shincterotome
(StonetomeTM, tip length 5mm, cut wire size 20 mm,
balloon diameter 11.5 mm, by Boston Scientific). In
this case balloon shincterotome (BS) was removed after
placing a 0.035 inch guide wire and an EB was
advanced over that guide wire. The reason for replac-
ing BS was that its balloon was already ruptured,
otherwise it would have been used for anchorage rather
than using EB. Gastroscope was then pushed into the
common bile duct, and then into the cystic duct.
Results: DPOC using above described method was
time-saving and technically less demanding. It can
easily be performed by any ERCP-trained person using
standard equipments and accessories. The other main
advantages include high resolution, greater channel
diameter (for biopsy and therapeutic measures) and
single operator procedure. In this particular case no
mucosal abnormalities were found and thus cholangio-
carcinoma was excluded.
Conclusions: DPOC using BS and SG is an innovative
approach which has a potential to make this procedure
a routine and reproducible. Further experience and
studies are required to establish its exact role.
EPB-14
VIDEO OF FIRST-EVER
LAPAROSCOPIC CHOLECYSTECTOMY
IN A PATIENT WITH SITUS INVERSUS
TOTALIS WITH ABERRANT CYSTIC
DUCT AND ARTERY ANATOMY
PERFORMED IN SINGAPORE
GENERAL HOSPITAL
Heng-Ngan Justin Tan, Shulyn Clarame Chia, Su
Chong Albert Low and Kah-Hoe Pierce Chow
Singapore General Hospital, Singapore
Introduction: Laparoscopic cholecystectomy (LC) is a
technical challenge when required in patients with situs
inversus totalis (SIT). We present a video (dynamic
manuscript) of symptomatic cholelithiasis in a 37 year
old patient with SIT and aberrant cystic duct and
artery anatomy successfully treated with LC.
Method: The characteristics and surgical approaches in
34 previously reported English language cases accessed
via Pubmed and Google Scholar were reviewed. We
present a video on the surgical approach we adopted.
To our knowledge, this is the most extensive meta-
analysis and review of the current literature on this
topic.
Results: Most surgeons used a mirror image opposite
to conventional laparoscopic cholecystectomy. There
was no significant increase in postoperative stay or
operative time.
Conclusions: Laparoscopic cholecystectomy can be
safely performed in a patient with situs inversus totalis
by a right-handed surgeon.
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EPB-15
THE SIGNIFICANCE OF SERUM
AMYLASE IN THE DIAGNOSIS OF
POST ERCP PANCREATITIS IN THE
ABSENCE OF ABDOMINAL PAIN
Nadeesha Nawarathna1, DMGC Wijesundara2,
N Fernandopulle3, NMM Nawaratne3, P Jeans4 and
CAH Liyanage2
1Colombo north teaching hospital, Sri Lanka;
2University of Kelaniya, North Colombo, Sri Lanka;
3National Hospital of Sri Lanka, Sri Lanka; 4Canberra
Hospital, ACT, Australia
Introduction: ERCP is an invasive pancreatico-biliary
investigation. Pancreatitis is a known complication fol-
lowing ERCP. In many units, Amylase and lipase levels
are routinely done to diagnose post ERCP pancreatitis.
Objective of this study is to assess the correlation
between serum amylase and abdominal pain following
ERCP and to describe the value of serum amylase in
diagnosing post ERCP pancreatitis.
Method: Consecutive 94 patients who underwent
ERCP at the NHSL and NCTH over a period of 6
months were included. Pre and serial post procedural
pain scores and amylase levels at 4 hrs and 24 hrs were
assessed. Abdominal pain was assessed using a pain
scale from 0 to 10. Data were analyzed by Minitab
software.
Results: A significant worsening of abdominal pain
was taken as an increase in the pain score of 3 units
post procedure compared to the pre procedure value.
22 (27.5%) patients experienced a significant worsening
of pain at 4 hours and 7 (9.21%) experienced a signifi-
cant worsening of pain at 24 hours post procedure. Out
of 94 patients 44 patients (46.8%) had elevated amylase
at 4 hours post procedure. When significant abdominal
pain was cross tabulated against elevated amylase, at 4
hours post procedure, the Chi square test failed to
show a significant association (p= 0.311).
Conclusions: Patients who undergo ERCP may develop
abdominal pain which regresses spontaneously in the
majority. Although many patients have elevated amy-
lase post procedure it does not have an association with
abdominal pain. Therefore a routine measurement of
amylase levels post procedure is of limited value.
EPB-16
LAPAROSCOPIC
THORACOABDOMINAL APPROACH
TO POSTERIOR SEGMENT LESIONS:
RESECTION OF SEGMENT VII
FOR PERIPHERAL
CHOLANGIOCARCINOMA
Joel Lewin and Nicholas O’Rourke
Royal Brisbane Hospital, Australia
Introduction: For patients with tumours in the poster-
ior segments of the liver (segments VII and VIII), lapa-
roscopic access is difficult and hence often laparoscopic
right hepatectomy or an open approach is opted for.
We report a previously undocumented laparoscopic
thoracoabdominal approach to these lesions.
Method: SW, a 63yo male, presented with a suspicious
lesion in segment VII. The patient was positioned in
the left lateral decubitus flexed position and intubated
with a double lumen endotracheal tube allowing
collapse of the right lung. The operation was com-
menced with a normal abdominal laparoscopic
approach, with 2 x 5mm ports and a 12mm umbilical
port placed. A pringle loop was placed to enable rapid
vascular control if required. The right liver was mobi-
lised and RHV exposed and laparoscopic ultrasound
used to demarcate the lesion and the lines of parenchy-
mal transection via hook cautery. 3 x 5mm further
thoracic ports were then applied intercostally, through
the diaphragm. Parenchymal transection progressed
anteriorly and then switched to approach from trans-
thoracic ports to complete the transection posteriorly.
The specimen was removed using a 12mm endocatch
via the umbilical port. Topical hemostatic agents were
applied. Port defects to the diaphragm were sutured
with 3/0 novafil.
Results: Operating time was 140 minutes and blood
loss 240ml, with the patient discharged without compli-
cation on day 4. Histopathology indicated a solitary
25mm cholangiocarcinoma with a negative surgical
margin, however there was microscopic involvement of
the diaphragm.
Conclusions: Laparoscopic thoracoabdominal approach
to posterior segment lesions represents a novel, safe
and minimally invasive approach to lesions that would
usually require a major hepatectomy.
EPB-17
SURGICAL RESECTION OF A
NEUROENDOCRINE TUMOR OF THE
INFERIOR VENA CAVA WITH
PROSTHETIC REPLACEMENT: AN
EXTENSION OF LIVER
TRANSPLANTATION PRINCIPLE
Madhusudhan Chinthakindi, Pratap Reddy R,
Ravimohan T, Moksha Prasuna, Narayan Rao DVL
and Vinod Kumar J
Osmania General Hospital, Hyderbad, AP, India
Introduction: Involvement of the Inferior vena cava
(IVC) has long been considered a limiting factor for
curative surgery for advanced tumors because the surgi-
cal risks are high and the long-term prognosis is poor.
In patients with partial obstruction of the suprarenal
IVC and poorly developed collateral circulation, the
risk of renal failure after IVC ligation is much greater.
Prosthetic replacement of the IVC is controversial. We
report here, a video presentation on successful
removal of infra hepatic, supra renal “malignant IVC
tumor” with caval reconstruction using extension of
liver transplantation principles.
Method: A 35 yrs female presented with Pain in the
upper abdomen of 3 months duration. Abdominal
examination revealed a 10 X 12 cm firm, non tender
mass in right Hypochondrium. CECT abdomen showed
a highly vascularised, sub hepatic mass with extensive
collaterals at porta hepatis and around the mass.
Enmass excision of tumor with supra renal IVC
segment and caval reconstruction done with Dacron
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interposition graft. Extra corporeal circulation support
(veno-venous by pass) was not used. Noradrenalin sup-
port used during IVC clamping.
Results: A highly vascular tumor arising from the
supra renal portion of IVC displacing the hepato duo-
denal ligament, Hepatic artery, Duodenum and Head
of pancreas anteriorly. Extensive collaterals were pres-
ent around the tumor and in the porta hepatis. IVC
clamping time was 50 minutes. Follow up CECT
Abdomen showed good flow in IVC. Histopathology
revealed a Neuro endocrine tumor involving the IVC.
Conclusions: Aggressive surgical management may offer
the only chance for cure or palliation of symptoms for
patients with primary or secondary IVC tumors. A pri-
mary neuro endocrine tumor of the infra hepatic inferior
vena cava (IVC) is extremely rare. Replacement of
the IVC with prosthetic graft avoids extremity venous
complications, renal failure and likely contributes to
better quality of life and survival.
EPB-18
LEFT HEPATICO-JEJUNOSTOMY FOR
OBSTRUCTIVE JAUNDICE DUE TO
UNRESECTABLE GALLBLADDER
CANCER THAT HAD EXTENDED TO
THE HEPATIC HILUM
Shinya Kishi, Hiroshi Nakano, Natsuko Kamei, Jin
Shimada, Masafumi Katayama, Shinjiro Kobayashi,
Satoshi Koizumi and Takehito Otsubo
St. Marianna University School of Medicine, Japan
Introduction: Radical resection with extended hepatec-
tomy is the best treatment of obstructive jaundice due
to hilar malignant biliary stricture. But, it is often
difficult to obtain effective biliary drainage if a
radical resection cannot be performed. Surgical bili-
ary-enteric bypass to the proximal side of the left
hepatic duct is famous to be effective and so called
“Hepp-Couinaud” approach, but often not easy.
Therefore we performed the palliative bypass surgery
on the proximal side of the hepatic duct more easily
by application of Glissonean pedicle approach of
“Takasaki” method. We would like to show the
technique of this procedure.
Method: A 78-year-old woman was admitted for treat-
ment of obstructive jaundice, and was scheduled to
undergo radical resection with extended right hepatec-
tomy after pre-operative portal vein embolization
(PVE). However, because of multiple peritoneal metas-
tases found during the operation, we could not perform
radical resection, therefore we performed Roux-en-Y
left hepatico-jejunostomy on the proximal side of the
left hepatic duct.
Results: The postoperative course was uneventful, and
she was discharged without complications on 15POD.
A normal daily life at home was possible for approxi-
mately 1.5 years after the operation.
Conclusions: Glissonean pedicle approach of “Takasa-
ki” Method is very useful to perform Left hepatico-
jejunostomy Roux-en-Y on the proximal side of the left
hepatic duct.
EPB-19
RIGHT TRISECTIONECTOMY WITH
PORTAL VEIN RESECTION FOR HILAR
CHOLANGIOCARCINOMA
Xiangcheng Li, Ke Wang, Aihua Yao, Chenyu Jiao,
Rui Peng, Yun Wang, Hai Zhang, Xiaofeng Wu and
Xuehao Wang
The First affiliated Hospital of Nanjing Medical
University, China
Introduction: The most favorable long-term survival
rate for hilar cholangiocarcinoma is achieved by a R0
resection. Anatomic right trisectionectomy with caudate
lobectomy can gain a longer bile duct resection margin
to increase the chance for R0 resection. This video
shows resection of portal vein together with right trisec-
tionectomy and caudate lobectomy.
Method: A 65-year-old man presents with right upper
abdominal pain and progressive jaundice for two
weeks. He was diagnosed with hilar cholangiocarcino-
ma. Then he underwent percutaneous biliary drainage
for palliation. His total bilirubin was decreased after
PTCD. CT scan showed a resectable tumor and
atrophy of the right lobe, compensatory hypertrophy of
segments 2 and 3. Surgical decision had been made to
perform a right trisectionectomy and caudate lobec-
tomy with portal vein resection.
Results: The operation began with hilar dissection.
Right lobe was mobilized and detached from retrohe-
patic vena cava. The distal common bile duct was tran-
sected. Right hepatic artery was ligated and divided.
Portal vein was dissected and encircled. After parenchy-
mal transsection, Right and middle hepatic veins were
cut and closed with vascular stapler. Portal vein bifur-
cation was resected. Then portal vein anastomosis was
done by end-to-end with 6-0 Prolene. And then speci-
men was removed. Ultrasound confirmed normal portal
flow. The patient recovered uneventfully, Pathology
confirmed hilar cholangiocarcinoma and R0 resection.
Portal vein showed microscopic invasion. Patient was
discharged on the 20th postoperative day.
Conclusions: Right trisectionectomy with portal vein
resection is feasible and may increase the chance for R0
resection and gain better outcome, especially in cases
when portal vein is microscopically involved only. This
precedure can obtain relatively longer proximal resect-
able margin. Extended hepatectomy should be indi-
cated for right-side predominant Bismuth type IV hilar
cholangiocarcinoma, if liver function is adequate.
EPB-20
LEFT HEPATECTOMY WITH
RESECTION OF THE HEPATIC ARTERY
FOR ADVANCED HILAR
CHOLANGIOCARCINOMA
Xiangcheng Li, Ke Wang, Aihua Yao, Chenyu Jiao,
Rui Peng and Xuehao Wang
The First affiliated Hospital of Nanjing Medical
University, China
Introduction: Hepatic artery resection and reconstruc-
tion for advanced hilar cholangiocarcinoma is even
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more demanding. Its clinical significance is controver-
sial. Hepatic artery resection and reconstruction may
be indicated in locally advanced cancer. This video
highlights the key steps for performing hepatectomy
combined with resection of the hepatic artery for
advanced hilar cholangiocarcinoma.
Method: A 62-year-old woman presents with progres-
sive jaundice, dark urine, pruritis for 20 days. She was
diagnosed with hilar cholangiocarcinoma. The patient
underwent percutaneous biliary drainage with stents for
palliation. CT scan showed intrahepatic bile duct
dilated and there is mass in hilar. Preoperative surgical
plan was to perform a left hepatectomy and caudate
lobectomy with extrahepatic bile duct resection.
Results: The operation began with hilar dissection The
distal common bile duct was transected. Common and
proper hepatic artery were encircled. Operative finding
that right hepatic artery was involved by the tumor.
Then left hepatic artery was ligated and divided. Main
portal vein and left portal vein were dissected and
encircled. After parenchymal transection, Left hepatic
vein was divided and closed by vascular stapler. Left
hepatectomy with caudate lobectomy was performed.
Then right and proper hepatic artery were resected,
and specimen was removed. Hepatic artery anastomosis
was done end-to-end with 7-0 Prolene. Ultrasound con-
firmed normal hepatic artery flow. Finally right ante-
rior bile duct and posterior bile duct to jejuno
anastomosis was done respectively. The patient recov-
ered uneventfully, Final pathology confirmed hilar cho-
langiocarcinoma and R0 resection. Hepatic artery
showed microscopic invasion. Patient was discharged
on the 15th postoperative day.
Conclusions: Hepatectomy with resection and recon-
struction of the hepatic artery is technically demanding.
The mortality of this operation is acceptable by an
experienced surgeon and better outcome in selected
patients can be expected.
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